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Regarding “Carotid endarterectomy with routine
electroencephalography and selective shunting:
Influence of contralateral internal carotid artery
occlusion and utility in prevention of perioperative
strokes”
The excellent paper by Dr Schneider and his colleagues (J Vasc
Surg 2002;35:1114-22) confirms, along with other reported stud-
ies, that contralateral internal carotid artery (ICA) occlusion does
not represent a perioperative stroke risk with carotid endarterec-
tomy provided hemodynamic compromise is detected in their
patients by electroencephalographic (EEG) monitoring and shunt-
ing is used with care and expertise. The authors refer to our work
using high-dose barbiturate cerebral protection without shunting
and with continuous EEG monitoring1 and correctly state that this
technique requires further clinical confirmation before it should be
generally adopted. They also express a reluctance to depend on
barbiturate cerebral protection in patients with contralateral ICA
occlusion, particularly if EEG monitoring detected an ischemic
change after clamping.
We have recently reported 1000 consecutive carotid endarter-
ectomies using high-dose barbiturate cerebral protection without
shunting, 940 of these in symptomatic patients, 193 with previous
stroke, 315 with contralateral ICA stenosis 70%, and 98 with
contralateral occlusion.2 Like Dr Schneider’s group, we experi-
enced no intraoperative ischaemic strokes, despite EEG changes in
155 patients. We were also able to define the causes of periopera-
tive stroke in this prospective series of patients, and although it is
painful to have to admit it, complications of the surgery itself
accounted for eight of 15 strokes (53%). The other seven strokes
were secondary to medical events producing prolonged hypoten-
sion (four cases; 26.5%), uncontrolled hypertension (two cases;
13.25%), and postoperative thrombotic occlusion of a contralateral
90% ICA stenosis in one case. In our experience, high-dose barbi-
turate cerebral protection has been associated with a perioperative
stroke rate of 1.5% in high-risk patients and has safely replaced
intraoperative shunting. Spetzler, Bailes, and Apostolides3 have
produced results equivalent to ours using high-dose barbiturate
protection without shunting in their first 200 reported cases.
However, in their most recent experience, they have used shunts in
patients with persistent ischemic EEG changes with high-dose
barbiturate anesthesia (7% of 327 patients), again with excellent
results.
We are in a position to compare barbiturate protection with
routine shunting and selective shunting based on EEG monitor-
ing, techniques we had used for some 12 years before changing to
routine barbiturate protection. Because of an improvement in our
perioperative nontransient stroke rate from 2.9% to 1.5% with the
change in our own technique, we are no longer in a position that
would ethically allow us to conduct a randomised trial comparing
barbiturate protection with shunting but would certainly welcome
such a study. It does seem, however, that results around the world
have improved remarkably over the last decade, and the results
achieved in the NASCET and ECST together with the advised
acceptable perioperative stroke rates for symptomatic lesions
(6%) and asymptomatic lesions (3%) are no longer acceptable,
with many units reporting rates of less than 2%.
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